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Implementation Update #32: Accessing @aceOther Topics

Since the implementation of the new enhanced ss\wa March 20, 2006, there have been many
accomplishments including expanding access andngemvore consumers. However, we have experienced a
number of challenges as well. As a result of ameceview of data and utilization patterns of tleev enhanced
services, complaint investigations, onsite reviawd both positive and negative feedback from coessim
families, LMEs and providers, the Division of Melntkealth, Developmental Disabilities, and Substafibase
Services and the Division of Medical Assistanceehaintly defined needed changes in the systenes&h
changes take place on July 15, 2007.

These changes as defined in this update were coroated through training events entitled “Acces<iage”
that were held at the following locations and dajese 22 in Lumberton, June 26 in Durham, Juni& 27
Greenville, and June 28 in Hickory. An instructbrideo is being developed and will be placedran t
DMH/DD/SAS web site in the near future for use bgvyiders and LMEs in training current and new stafl
handouts referenced in the training events anth@nitleo can be found at:
http://www.ncdhhs.gov/mhddsas/training/index.htm

This update covers the following topics of accegsiare:
» Person-centered thinking.
» The revised flowchart for accessing care.



* Therole of STR.

» STR referral for emergent services.

» STRreferral for urgent and routine services.

» The person-centered planning process, forms andigti®ns.

» The role of assessment in the development of apearsntered plan.
» Service authorization.

* Minimum requirements for compliance for payment.

+ EPSDT.

* Recommendations to providers.

Person-Centered Thinking

Person-centered thinking is the foundation of thadformed system of mental health, developmental
disabilities and substance abuse services. Evegyttepends on the quality of thinking. A persemtered
thinking environment fosters good ideas and actiand as a result people lives flourish. The emngé is to
put this into practice every day within every i@tetion in supporting all individuals.

Person-centered thinking is a set of promises:

» A promise to listen to what is being said and tatik meant by what is being said, and a promiseép
listening.

» A promise to act on what we hear by always findingething that we can do today or tomorrow, and a
promise to keep on acting on what we hear.

* A promise to be honest and clear, and to let pelapbdev when what they want will take time to accoisip|
or when we do not know how to help them get whey tre asking for. It is being honest when we oainn
find a good balance between what is important ég#érson and what we believe is important for the
person.

The people we serve must always be involved inyegtecision that is made. By truly believing thatough
incisive questions and the opportunity to be hettwel people we serve often share their ideas asdiowi for
making their lives better.

Person-centered thinking is essential as we mavbdbis of service provision to a more balanceddrmork
between what is important “for” the person to wisamportant “to” the person To accomplish thig, have a
tremendous amount of work to do to reduce the stigorrounding persons with disabilities so thatiratand
community supports can occur for the individualsaltesupport

The Flowchart for Accessing Care

As a result of experiences during the first yeahefenhanced services, the flowchart for accessingwas
revised on June 20, 2007. While it looks simitattte first version, there are several changesatiga¢xplained
in the following sections. You may find it helpfid review the attachelCCESSING CARE: A Flow Chart
for New Medicaid and New State Funded Consumers as you read this implementation update.
http://www.ncdhhs.gov/mhddsas/training/access-zatex.htm

The Role of Screening/Triage/Referral

Screening/triage/referral (STR) is one of a nundfdunctions included in the DHHS-LME contract ahat
the LME performs on a 24/7/365 basis. STR canla¢sprovided by a provider, but it is not a feedervice.

» STR begins with a person'’s initial contact with thdE or provider. STR is a brief process to qujciéfer
the person to the most appropriate service.

» The first function of STR is to screen the persamnmiental health or substance abuse problem or a
developmental disability.

» Forindividuals eligible for Medicaid, STR is a it to a service provider who will assess the rfeed
services.STR does not deter mine medical necessity. STR may not deny accessto services. If a



provider who completes STR does not believe they tan meet the requested service needs, they are
obligated to assist the consumer in identifyingvpders who may be able to serve them.

* The STR form and instructions and basic process havchanged. The staff of STR must obtain basic
information about the person and use their besepsmnal judgment to determine the severity ofinee
emergent, urgent or routine — as their initial casbility.

 If the determination is made that the person’s neethergent, the referral to a crisis service khba
made as soon as possible. The person should bevgban2 hours. It is crucial that STR staff arellv
informed about all local and regional crisis seegi@nd the intent of those services. As required i
legislation, LMEs are currently developing a fulhge of crisis services. The LME must keep STR sta
informed about availability and capacity of thedband regional crisis services system. The LMEtmus
maintain an accurate current provider list to wHtdIR can refer. See the section below regardiregnadé
for emergent services.

» For urgent or routine care, there are two typegfafral. One is to a clinical home provider for
comprehensive clinical assessment and servicegioovi The other is to a provider for outpatientvees
and/or a comprehensive clinical assessment. $esettiions below regarding referrals for urgembatine
services.

» STR also identifies the person’s financial eligtlil

o Forindividuals eligible for state funded servic83R is the initial screening to see if the person
appears to qualify as a member of a defined targetilation. If the person does not appear to
meet the requirements for a target population, &ilRefer the person to an appropriate
community service.

The STR staff identifies the most appropriate serand offer the person a choice of providers.

Clearly, the role of STR is significant. Staff mhpsactice person-centered thinking as they listeth gather
information about the person. They use their pesessional judgment in referring the person torttost
appropriate service, while offering choice. ST&ffstither at the LME or the provider agency, muste the
most current listing of providers within the locatchment area and be very knowledgeable of akk¢inéces to
be able to make the appropriate referral.

STR Referral for Emergent Services

The initial goal of the STR process is to deternifribe consumer is experiencing an emergent sitnat
requiring an immediate response. The STR staff msestheir best judgment to keep the consumerasafe
secure. If the call is determined to be emergentinre, the referral should be to a crisis pravideface to
face response and evaluation within two hours @firtitial call.

During the crisis service, information may be gathefor the comprehensive clinical assessmentit mihot
expected that the person-centered plan will be ¢etexb during the crisis service. Information gagukefor the
clinical assessment will inform the qualified predenal at the next level of care as to plannirdy@moing
assessments.

STR Referral for Urgent and Routine Services

As indicated above, there are two types of refdémalirgent or routine services. One is to a cihhome
provider for comprehensive clinical assessmentsandce provision. The other is to a providerdatpatient
services and/or a comprehensive clinical assessment

The definition of a “clinical home provider” andetidentification of enhanced services that fit dhefinition

has been clarified. A clinical home provider mustamdorsed by the LME and enrolled by DMA to previd
service that has a qualified professional, develbpgperson-centered plan including the crisis gtas the
responsibility as a first responder (or identifiles first responder in the crisis plan), completed submits
appropriate forms to ValueOptions and/or the LMéc(sas the ITR, ORF2, the Consumer Admission Form,
NC-TOPPS and/or NC-SNAP), and is responsible feuidsg the completion of a comprehensive clinical
assessment. In the case of children and youttglitiieal home provider is responsible for convenihe Child
and Family Team for the purposes of person-cenigaathing.



As shown on the attached flowchart, nine enhaneedcgs may serve as a clinical home includingerigive
In-Home (IIH), Multisystemic Therapy (MST), Asseri Community Treatment Team (ACTT), Community
Support Team (CST), Community Support—Adults or Hdtén/Adolescents (CS), Targeted Case Management
(TCM), Substance Abuse Intensive Outpatient Prodi&#iOP), Substance Abuse Comprehensive Outpatient
Treatment (SACOT).

Referral to &rovider of Outpatient Services may be chosen if the STR staff determines thanapcehensive
clinical assessment is needed prior to determiamgppropriate referral dor outpatient sessions if the
situation does not appear to require long-ternmtanisive treatment.
* Persons who are eligible for Medicaid may receigpecified number of unmanaged outpatient visits
(26 for children and 8 for adults) without priortlaarization. Additional visits require prior
authorization. Medication Management (code 90&&)s do not count toward the 8/26 visits.
However, documentation of goals and action plamspragress notes are still required for thesesvisit
per Medicaid guidelines.
« Persons eligible for State funded services mayivearutpatient visits only aftexuthorization by the
LME.

If during the course of the outpatient proceshierdomprehensive clinical assessment, the neethfor
additional MH/DD/SA service is identified, a refalrfrom the clinical home provider or the outpatiservices
provider can be made directly to the identified/smr.

The Per son-Center ed Planning Process, Form and Instruction Manual (Does not apply to the CAP-
MR/DD Program)

To facilitate the process and timeliness of gettagsumers into services we have changed the peesdared
plan (PCP) process. The new process calls for msion of the PCP in two stages. The forms anluogon
manual have changed accordingly and can be founldeoDivision’s web site at:
http://www.ncdhhs.gov/mhddsas/statspublicationsirasforms/index.htm

The first stage is thimtroductory Per son-Centered Plan. This plan is for an individual who is new to the
system or who has been completely discharged witbenvices for 60 days. We have streamlined thegss
to facilitate its completion within the first vigar within the first eight hours of Community Supipor Targeted
Case Management provided by the qualified profesgioUse of the Introductory PCP allows the previth
quickly gather the information needed to requetii@ization from the authorization agency. Thigdductory
PCP includes basic demographic information, theaglan and goals, and a crisis prevention/cresponse
page (emergency contacts, current medicationsadwahced directives). The signature page is aldoded
and constitutes the service order. The introdyd®@P does not duplicate the information that ishen
Inpatient Treatment Report (ITR). The introductB®@P is submitted to the LME and/or ValueOptiomsgl
with other appropriate forms (such as the ITR, ORE@sumer Admission Form, etc.) for authorizatbn
services. As noted in Enhanced Services Implementafpdate #17, V codes can be used as diagnodés o
facilitate billing. Seehttp://www.ncdhhs.gov/mhddsas/servicedefinitions/defupdates/index.htm

The second stage is tl®mplete Per son-Centered Plan that is developed prior to the end of the first
authorization period of the services requestedaartidorized. Each part of the Complete PCP reqpieeson-
centered thinking. Also during this time, the coelgnsive clinical assessment must be completigdicion
and shape the Complete PCP and determine the rmadumsssity of additional services requested. With
specified number of days (see the section belotinoglines and requirements for prior authorizatjdhg
Complete PCP along with other documentation mustubenitted to ValueOptions and/or the LME for prior
authorization of additional service units/hours&lag determined to be medically necessary. Aseswvice
order is required when instituting a new servicatdahe annual review of medical necessity.

The Plan Update/Revision must be completed:
¢ When an individual’s needs change and a new seilvieguested.
* On or before assigned target dates.
* When there is a change in a service provider.



See the Division’s web site for the PCP Instructitenual that contains detailed directions andfijps
completing both the Introductory and the Comple@éP
http://www.ncdhhs.gov/mhddsas/statspublicationsirasforms/index.htm

For existing consumers on the current PCP forrhat; will need to be transferred onto the new CotepdRCP
either at the next revision or the annual medieakssity reviewAll existing consumers must be on the new
Complete PCP no later than June 30, 2008

The Role of Assessment in the Development of a Person-Centered Plan

A comprehensive clinical assessment is a requireckess to provide diagnostic and other informatieaded
for the person-centered plan. The assessmentecanebparticular assessment or a combination ekas®ents
that are chosen to inform the provider about aqadar individual. The kind of assessment choseteiines
who can conduct it. The clinician uses the assessmsults to make recommendations for the bestrtrent
strategies or interventions to meet the persoresisie The individual’s goals on the PCP and theprehensive
clinical assessment fit together. Providers medmiliar with core rules and the concepts of sssent and
diagnosis.

A major change allows the use of various assessnembeet this requiremenf Diagnostic Assessment is
no longer the only choicefor Medicaid eligible consumers completing a compr ehensive clinical
assessment. Instead, there are a variety of choices includimgfollowing categories and codes.

» Diagnostic Assessment (T1023)

» Evaluation/Intake (90801, 90802)

e Assessment (HO001, HO031)

» Psychological Testing (96101, 96110, 96111, 9626618)

» Evaluation & Management (E/M codes)

» State Substance Abuse Assessment (YP830, YP836)

Note that this list does not include all possilEit See recent Medicaid bulletins for informatadrout various
assessment codes.

Service Authorization

Authorization is required prior to service delivdry ValueOptions for consumers eligible for Meditar by

the LME for state funded servicksThe only exception to this is for the clinicalhe providers of Targeted
Case Management or Community Support for Childrdoléscents or for Adults. In this exception, asperis
entitled to a maximum of eight (8) hours of unmaethgare for Medicaid only if they are new to the
MH/DD/SA services systef.This initial authorization of 8 hours occurs orce lifetime. Prior authorization
is required for additional hours. See Enhancedi&ss Implementation Update #27 regarding this ghahat
became effective on June 11, 2007, on the web:
http://www.dhhs.state.nc.us/mhddsas/servicedeasimstiservdefupdates/index.htm

Important Note: The current 8 hoursunmanaged for Community Support isunder active legislative
review. Further communication will be forth coming.

ValueOptions handles all authorizations for Medicand NC Health Choice. Changes in authorization
timelines and required documentation for direct iadervices and for non-direct admit services dao be
found on the web by clicking on Accessing Carefirgj at:
http://www.ncdhhs.gov/mhddsas/training/index.hBrovider relations staff is available at ValueGps for
Medicaid and for NC Health Choice to assist prorgdeith specific questions.

1 If a person is eligible for State funded servioaly, they must also qualify for a target popuatas required in
legislation.

2 Note that “unmanaged” means that prior authozeis not required



Currently, authorization requests are submittedaiueOptions by FAX or by mail. Remember to keay f
confirmation sheets in case of a dispute. Forndsimgtructions are available in PDF or Word forrficat
downloading and printing at the ValueOptions welh&p://www.valueoptions.com. It is anticipatéwt in the
near future authorization forms can be completdithen

Crisis services must be authorized on the firstttayservices are provided either from ValueOptiomthe
LME to determine the medical necessity for the iserprovided. The authorization will determine thiensity
and length of service approved prior to the nef@nization period. Fax requests for authorizatign
ValueOptions for crisis services to 919-461-9645.

Minimum Requirementsfor Compliance for Payment

Per their Medicaid contract, providers have acafite responsibilities for understanding the d&bniof each
service they are enrolled to deliver and for beingountable for the funds received. This meansstiafitis
fully trained on the goals and objectives of theviee and the strategies and techniques used ateorfevel.
Furthermore, they know how to apply these to tlvidual needs of the consumers. They are resplenfir
making sure that consumers and families understengurpose of the service or services they amEvieg
and the consequences of their choices. Provideralso responsible for all data collection anduteentation
requirements as well.

Likewise, a provider’s business staff must know tha requirements are met for appropriate docuatiemt,
forms, prior authorizations, staff qualificatiomsd other quality assurance functions. All docutaéon
supports the legitimacy of the billing. Qualitysasance is an ongoing process. Clinical revievas an
supervision are critical to a quality provider gyat It is also important to know the reasons famidls of
payment, make corrections as appropriate, andreeerbmit.

Early Periodic Screening Diagnostic and Treatment (EPSDT)

EPSDT is important for it promotes preventativeltmeeare by providing for early and regular mediaad
dental screenings and provides the medically nacg$®alth care to correct or ameliorate a defdwotsical or
mental iliness, or a condition identified throughcaeening. EPSDT is defined by federal law tvese
individuals under age 21. The limitations and requents of EPSDT must be known by providers. The
Division of Medical Assistance (DMA) will conductany training events on EPSDT during the coming year

Recommendationsto Providers

* Check the DMH/DD/SAS web site regularly. Thishe single most important source of information and
provides links to needed information on the DMA vedie

* Read the DMA Medicaid Bulletins that are posteth®DMA web site the first of each month.

» Check the DMA web site for news on EDS and Valuégdyst

* Quality assurance is an ongoing process. Coneélfchissessments and post payment reviews. Youaan p
back to Medicaid without penalty.

Billing For Provisional Licensed Providersbeyond 6/30/07

The decision was made and announced in ImplementBiilletin #29 on May 21, 2007 to extend the perio
that agencies can bill for provisionally licensedyided (H-Code) outpatient services through Jubfe 3008.
In the same bulletin, it was noted the billing galides would be announced at a later date.

Agency billing for services of provisionally licezd providers will still need to be processed thiotige LME.
It should be noted that similar to last year, thia billing process that the LME may chose to ddehalf of
the provisionally licensed provider. The differema#t be provisionally licensed provider’'s agencyish
develop a contract directly with the LME to do thiling for them during this additional year

through June 30, 2008. The Division had been cogdthie cost of the provisional billing during theeyious
eighteen-month extension, this will no longer abtailable. The billing arrangement may be now deved!
directly between the provisionally licensed provis@gency for which they work and the willing LMia a fee
for service basis. An independent provisionalletised provider should contact their licensure difiation
board prior to developing a contract with the LMmis will ensure compliance with each professidtepe of
Work.



At the end of June 30, 2008 extension, all proddeust be directly enrolled with Medicaid in ordebill for
services provided. Please see Implementation Bu#&9 for additional details:
http://www.ncdhhs.gov/mhddsas/servicedefinitionsidefupdates/index.htm

For further clarification, please send questions y@y have concerning this information to
contactdmh@ncmail.net
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